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Introduction
There is a growing interest in the role that international placements, especially those in Low and Middle-Income Countries (LMIC's) can play in student and professional learning. Those studies that have addressed the outcomes of such placements typically identify "cultural" learning as a key component of this. In the Royal College of Midwives' Global Engagement Survey, for example, 81% of respondents reported gains in "cross cultural competence" [1] . In our own sur-How to cite this paper: Ackers, H.L., Ackers-Johnson, J., Ahmed, A. and Tate, N. vey of students completing placements, 97% reported that the placement had a strong or very strong (79%) impact on their cultural awareness [2] . These findings are echoed in many other studies [3] [4] [5] [6] . Great attention is paid in this literature to the accompanying concept. Lough et al. [7] distinguish, "cross-cultural competence, intercultural effectiveness, intercultural competence, intercultural understanding and multicultural competence". Sargent et al. [8] with reference specifically to nursing, suggest that "cultural competence" (the most commonly used construct) is a composite outcome of cultural awareness, cultural knowledge, cultural skill, cultural encounter and cultural desire. Echoing the language of behaviour change theories, this approach suggests that when knowledge is combined with a willingness to learn, encounters (in the form of international placements) can play a critical role in building cultural competence. Rather than dwell on the distinctions between competence, knowledge and awareness, this paper focuses on the common denominator; the "elusive concept" of culture itself [9] in the context of our on-going action-research on placement learning.
The literature on cultural competence spans a continuum. At one end of this lies work that links cultural knowledge directly, if implicitly, with those aspects of diversity linked to race, ethnicity and religion. An example of this approach is cited in Cunningham et al.'s work on mental health amongst Afro-Caribbean children in the US. The authors explain that, "within the field of mental health services, the term 'cultural competence' generally refers to the ability to understand and function effectively in meeting the needs of minority populations" [9] .
Leishman [10] argues that "immigrants" and refugees in Scotland have "substantially different health care needs" deriving not from their experiences of oppression or migration but from their "cultural backgrounds" [10] and nurses require cultural competence to manage these effectively. Another example can be seen in Elliot's paper on "cultural competent learning experiences for Aboriginal students" which makes a strong case for "increasing the numbers of Indigenous people working in healthcare" [11] . Whilst we would support measures to increase workforce diversity, we are not convinced that "ethnic matching" on the grounds that "Aboriginal health providers are more often acceptable to the community" [11] is either achievable or desirable. Nevertheless, this conflation of culture with ethnicity is echoed in the marketing of voluntourism by Gap
Year Companies [12] [13] and in the motivations expressed by students applying for placements.
At the other end of the continuum, Garneau and Pepin propose a "constructivist definition" of cultural competence. Their paper opens with the statement that, "In nursing education most of the current teaching practices perpetuate an essentialist perspective of culture" [14] . Cultural competence in their view is about the development of critical, reflective practice to enable nurses to play a role in the reduction of health inequalities. As such, it "encompasses diversity that can assume many forms in society-such as age, gender, sexual orientation, or socio-economic status-and is not limited to race and ethnicity" [14] . The authors argue that there are two opposing views of culture; the essentialist view and the constructivist view. The former has the tendency to equate culture narrowly with ethnicity with an emphasis on the differences between people. This approach also assumes that ethnicity is the most defining feature of relationships and difference and is homogenous and stable over time. Simpson uses the concept of "homogenised essentialism" to capture the risks associated with these over-simplified us-and-them; needy-helper dualisms [12] . The constructivist perspective understands culture as "the product of social constructions; a dynamic relational process of shared meanings" [14] . Attempts to understand how social positions overlap have previously been framed in terms of intersectionality [15] [16] [17] [18] . So, a health worker may be both Ugandan and female, for example, or a British student may have diasporic connections. 1 These complexities influence the way students on placement position themselves in relation to the people they encounter [19] .
Crabtree et al. explore the processes of student learning in "unfamiliar cultural contexts" and argue, in a similar vein, that cultural competence is as much about recognition of power differentials and the "superior positioning" or "othering" of western paradigms as it is about the specifics of cultural difference [20] . In this frame, humility rather than the acquisition of substantive "cultural" knowledge is the goal. This conceptualisation of culture resonates far better with the 5 core "Global Health Competencies" outlined by Dias et al. [21] . In this schema, culture is integrated within Competency 1: "Diversity, Human rights and Ethics" locating culture firmly within an understanding of diversity in the widest possible sense linked to a human rights framework and principles of neutrality, impartiality and medical conscience [21] . The ultimate objective is to "respect the rights and equal value of all people without discrimination and provide compassionate and respectful care for all patients" [21] .
Interestingly the interviews with professional volunteers in Uganda [3] suggested that the most valuable "cultural learning" was focused not so much on learning about exotic or different others but on learning what it felt like to be "other". One of the respondents described her experience as follows:
Certainly, in the UK you're kind of aware of all the cultural differences and you "do" equal opportunities but until you're actually in a place where you're the outsider, you don't realise how much it impacts [3] .
We would argue that whilst exposure to "other cultures" will contribute to learning this will only lead to improved competence and practice if this learning supports a process of ever-emerging humility and awareness that, ultimately, we cannot achieve complete "cultural knowledge". Every person is an individual and has a right to be treated as such. In that respect, learning what it feels like to be an "outsider" or "other" is perhaps the most significant.
Organisations and Culture
A search for the term "culture" in the context of the UK's National Health Service opens a Pandora's box of studies focused on organisational culture and its relationship to core values such as respect, compassion, care and patient safety.
And yet, when we review papers on placement learning in LMICs the emphasis is immediately on the more familiar association between culture and ethnicity/religion. The reasons for this are unclear. Perhaps this reflects the association of such placement locations with exoticism and difference rather than the more mundane commonalities associated with organisational culture in public sector organisations across the world. Perhaps the emphasis on travel distracts us from these dimensions of culture to focus on the more exotic differences between "peoples"?
Although some of the more insightful studies make passing reference to health systems or the wider societal and political context within which placements and cultural learning takes place very few specifically refer to the role of organisations. This contributes to yet another stereotype; that health systems in LMICs are monolithic. Concepts of welfare pluralism or the "mixed economy" have been used for many years to characterise the complexities and inequalities associated with contemporary health systems [22] [23] [24] . Welfare diversity is the corollary of human diversity and inequality and, contrary to popular media portrayals, the concept applies just as much, if not more, to low and middle-income countries. Countries like Uganda have burgeoning private sectors in health both in the "for-profit" and "not-for-profit" sectors (heavily subsidised by international Aid). Many of the wealthiest people in Uganda also source their healthcare internationally. The so-called "universal" public health system in Uganda is best characterised as a residualised welfare system; at best an ineffective stigmatised "safety-net" for the countries' poor. In contrast with the UK's NHS, very few Ugandan health workers would consider using public health services themselves contributing to a culture of "othering" within the organisation as a whole. As an organisation focused on health systems change and improving access to quality healthcare for the poorest, Knowledge for Change is committed to working in the public health sector. This is where we place our students, and this is the organisational context within which they experience "culture" [25] .
Hofstede defines organisational culture as "the collective programming of the mind which distinguishes members of the organisation from another" [26] . In that may impede change [27] . Carney refers to the lack of definitional clarity on the concept of culture in healthcare organisations suggesting its meaning varies from one situation to another [28] . Citing Deal and Kennedy, she describes cul- ture as a driver of norms and the "way of doing things around here" [29] . Furthermore, "values are the explicit and implicit elements of the care culture that serve to determine the individual's action system" [30] . The influential Kings Fund report, "Caring to Change" immediately identifies "compassion as the core NHS cultural value" and the importance of organisational "socialisation" to the embedding of this value and to innovation in health care more generally [31] .
This emphasis on organisational culture as a key target for change in the NHS is rarely echoed in the literature on global health. A recent paper by Mbau and Gilson is an important exception. The authors reflect on the failure to achieve health systems change in LMICs pointing to the "dearth of empirical literature around organisational culture" [32] as a potential barrier to reform. They note that organisations are themselves embedded within wider society and societal values and indicate the potential impact of hierarchy and power relations on those people employed within them.
Methods
The research presented in this paper builds on ten years' experience of ethnographic action research in Uganda. Specifically, the research is based on three linked studies. The first action-research study involved the design and evaluation of the ethical educational student placement scheme. The study funded over 80 students to conduct a four-week placement in Uganda and combined analysis of qualitative data including observational research, pre and post placement interviews and focus groups with the students as well as documents such as student applications, weekly and post-placement reports. This study also drew upon an online survey based on the student overall experience [2] . 2 The second study is Tate's doctoral research, which builds on this work and uses ethnographic and longitudinal methods to specifically capture the process of cultural learning amongst a cohort of midwifery students. The study utilises data taken from the student's initial application forms, pre-placement interviews, followed by two ethnographic field trips (one month each) to Uganda with 10 students, in July 2016 and March 2017 (5 students per trip). A further post placement interview with each student was conducted 12 months after the placement end date. The qualitative data from the two field trips included observational research, in-depth interviews and focus groups. The approach taken for this study allows the research to illuminate and track the student placement experience as well as explore any impact from initial application through to 12 months post-placement 3 .
The third study focuses on respectful care in Ugandan public health settings.
Using qualitative data analysis, the research explores mothers and midwives'
understandings of the concept of respectful care and their experiences of the care they have received or delivered. The study involved 64 in depth qualitative inter- 2 This study took place in 2016/17 and included pre-during and post placement interviews, observational research and an on-line survey. Full details of the methods are contained in [2] . 3 Tate's ethnographic doctoral study is due to finish in 2019. 
Results
Combining our data from the three studies has stimulated us to reflect on the relationship between culture and compassion in the placement locations and the influence this has on student learning. We would argue that much of the learning that students attribute to culture is as much about the organisational cultures associated with Ugandan public health facilities as it is about culture in general.
One of the topics that emerge with some frequency in the interviews, perhaps reflecting K4C's focus on maternal and newborn health, is the perceived relationship between "culture" and bereavement care. The following case is quite typical.
Lucy, a qualified nurse undertaking a post-registration midwifery program talks, in her pre-departure interview, so before visiting Uganda, about what she hopes to gain from the experience;
"I want to learn about another culture, another health care system […] I am interested in new born bereavement care, I've dealt with it a few times here in the UK and the care given is to a really high standard. I would like to see how they do things over there".
At this point Lucy presents herself as a learner keen to gain knowledge from
Ugandan health workers about their approach to bereavement care. The interviewer follows up with:
"What do you mean about bereavement care being different in Uganda?" "I think they think over there that when a child has died at birth or shortly after that not seeing the child and not making memories with that child is better than seeing it. Because you can't process the bereavement, but we know in this country that that doesn't work."
It is interesting to see how, in the last point Lucy shifts from a concept of herself as going to learn to one of imparting superior evidence-based practice and a shocking lack of humility. She goes on to say, "I think they cope with [losing a baby] over there because it is a lot more common, culturally they've found a way to keep managing it".
Interviewer: "So when you talk about culture influencing this, what do you mean?" "I think because they have a lot more children, and they don't have the same health care and they also have a lot more loss. So, they're taught to be quite strong as women, and I think in their culture they are strong as women and they birth on their own".
It is difficult to tell from the narrative whether the respondent is referring to 4 This study involved 64 interviews with mothers and health workers in 2017 and is reported in [33] . health workers or women in general here. The final comments would suggest she is talking about the experiences of (all) women in Ugandan society and that it is their culture, rather than the lack of respectful and effective services, that make women strong enough to birth without support. Lucy may be surprised to learn that the private ward at the National Referral Hospital in Uganda has a caesarean section rate of over 60% [34] . Jenny makes a similar observation, again before she goes on placement, and like Lucy, uses a form of words suggesting she is heading out to Uganda expecting to impart her superior knowledge rather than to learn as such:
"I'd like to make sure the woman has the option to spend time with their baby if they don't make it. I've heard that they take the baby away straight away without giving mum a chance to see it. We know for long term coping and bereavement that it's best to spend time with the baby so I want to see how I can help there."
It is interesting to reflect on the fact that both Jenny and Lucy had quite clear views about how bereavement is experienced and managed in Uganda even before they left the UK. But what are the sources of such views? Student applications often refer directly to the influence of media campaigns. Asked why she had expressed an interest in the placement Lucy replies: "I've just always wanted to do something like this, like since I was little. I always used to watch Comic Relief and all that and want to help".
Research by Voluntary Service Overseas on the impacts of stereotypical portrayals of Africa found that "80% of the British public strongly associate the developing world with doom-laden images of famine, disaster and Western aid" [35] . The VSO report blames UK media for creating the widespread perception that people in the developing world (particularly African countries) "are victims, less than human and inferior" [35] . In a similar vein, [36] argues that Africa is often portrayed as an homogenous entity comprising uncivilized and heathen peoples who are culturally, intellectually, politically, and technically backward or inferior. Seay and Dionne [37] suggest that this leads to misinformation, stereotyping, validation of white privilege and excessive fear of foreigners. In theory, a placement presents a unique opportunity to challenge stereotypes and build more meaningful awareness of societies and health systems. On the other hand, there is a risk. Unless such processes are managed carefully and students are adequately prepared and supervised, rather than challenging such stereotypes, LMIC placements may simply reinforce them. As Crabtree et al. point out, immersion in another country (if it even is immersion) does not necessarily contribute to cultural competence [20] . Even in the context of hard-core poverty, "students can fail to pick up on the differing cultural context and social policy drivers in place" [20] . Of greater concern, the returning "pioneers" may exude a heightened sense of "cultural competence" authenticated and validated by their direct experience. This was almost certainly the case with Lucy and Jenny both of whom had met student nurses returning from placement who had experienced bereavement in Uganda. Another student makes a similar observation in a "There is no compassion over there and so that was one of the hardest things coz when one of the babies died, and the doctors saw them dead, there was no grief, no compassion, no emotion, it was just really cold". This comment, made following her return to the UK, is an example of the dangerous and essentialising generalisations, attributed to "culture" that students may come home with and disseminate with the authority of "experience."
In this context Crabtree et al. suggest that "peer support of other students … can generate unhelpful dynamics" [20] . Certainly, our ethnographic research with students on placements as a group would support this contention, that in the absence of a more experienced cultural broker/mentor, students, often distressed at their experience, use social time to discuss and often reinforce stereotypes. The influence of such discussions and the ability to challenge strongly held views depends very much on power dynamics within the student group and the presence of confident cultural brokers.
Another very common response from students concerns the relationship between time-keeping and culture and the impact on care. Pamela expressed an excitement in her pre-departure interview about the opportunity to learn about different cultures (presumably implying an interest in culture-as-ethnicity). The tone of an interview during her last week in Uganda indicates a growing frustration with this aspect of learning:
"Grappling with the culture has been the hardest thing I had to deal with. I know so much more about it now than I thought I did three weeks ago".
Pamela goes on to give an example of her "cultural" learning.
"She (Ugandan midwife) basically just walked off because it was quiet, we reckon she went to the shops to be honest. I mean it was quiet, but you don't just leave do you? I know culturally it's different but that's just basic midwifery; you don't just leave. I think in their culture it's just about getting home, but I felt the patient should have stayed overnight-she wasn't well and they shouldn't have let her go."
Pamela is clearly concerned that a patient was discharged, in her view, prematurely and allowed to travel home on the back of a motorcycle. She attributes this behaviour, in terms of time-keeping and absenteeism, to culture but what does she mean by "their culture"-who are we actually talking about? Ugandan people as a whole, midwives as a sub-culture or the staff in that specific facility? In this case Pamela was witnessing a very common situation in the Ugandan public sector. Health worker absenteeism and poor attitudes to time-keeping and a desire to "clear the lines" and leave the facility are very typical behaviours. Our own research has evidenced these behaviours from the perspective of Ugandan health workers themselves as indications of a culture of disrespect [33] . On that basis we do not doubt that this situation took place, but it is important that students understand the factors influencing health worker behaviour and what culture means in this context. The association of a lack of compassion or professional negligence with national as opposed to organisational culture is very common in student narratives:
"I was smiling at her and telling her she was doing so so well but (Ugandan midwife) was just so stone faced like she had seen it a thousand times. I know she has but she should be encouraging her and telling her she's doing really really well, praising her and cheering her on. It's like there is no culture for praising women, they are just in and out, job done, see ya."
In this example the student has "learnt" that the failure to praise and encourage women during labour is part of Ugandan culture with an inference that this behaviour is endemic. In another case, the student appears to suggest that this "normality" of disrespectful behaviour somehow signifies a lack of intentionality or responsibility because it is "cultural". Put crudely, "they" don't know any better; "Sometimes it's different cultures you know the way they deal with things. Like sometimes people don't necessarily mean to be rude or awful, it's just how they've spoken most of their life you know or how they speak to people, and nobody's ever really turned around and said: 'Oh, well you shouldn't do that, you shouldn't say that to people". Does this imply that disrespect is a deep-seated aspect of national culture in Uganda? Certainly, this interpretation does not sit alongside students' cited experiences of the very welcoming Ugandan public during their stays [33] . It is very common for students to come away with the sense that Ugandan health workers "didn't really care". The following student links this apparent lack of compassion to culture; "Their culture tells them that they shouldn't really show that much emotion especially in public. Like when they're in labour, you shouldn't be making noises, how they are so silent is beyond me but, I think obviously if they've been brought up to be that way you know it's normal for them, but then outsiders coming in and seeing that you think, do the [health workers] not care at all?"
In the first instance, the student suggests that it is culture that leads women to know not to make noise and that this cultural pressure leaves little room for individual choice or agency. Then, secondly, she infers that this same-or is it another form of culture-normalises a lack of care amongst health professionals. Without constant support, superficial impressions of Uganda/Ugandans and the Ugandan health care system, compounded by a lack of understanding of global and structural inequality and humility-encourages students to homogenise their hosts as foreign and "other". Others construct "Ugandan-ness" with what can be interpreted as a range of (contested) characteristics and emotions [38] , or a homo nationalis [19] [38] . The student in the next example shows an awareness that culture is nuanced and not all health workers are equally disrespectful. Once again her language immediately suggests that she perceives her role as one of imparting superior knowledge rather than learning as such. The interesting thing about this example is that, not only is culture associated with poor attitudes towards patients, it is also associated with resistance to change: "The [Ugandan health workers] were really fascinating and so keen to learn. The main thing we noticed was the culture side of it-the attitude, so like a lot of the newer people coming through were brilliant and we couldn't fault them. One of the sisters we wanted to come and work over here, she was so good. However, there were others who just didn't want to change and their attitude towards patients was appalling. It was not the fact they didn't have resources, it was more that they didn't want to change what they were doing."
Once again, the observations made by this student come as no surprise to us; disrespect and verbal abuse are commonplace in Ugandan public facilities and we have struggled over the past decade to understand the relationships between knowledge acquisition and behaviour change [25] . These issues are incredibly complex, and experts have failed to adequately theorise behaviour change in health care. It is interesting that this student realised that importing new knowledge in itself could not bring about change; the Ugandan public health system as a whole is not receptive to new knowledge and displays marked resistance to change. But it is all too easy to conclude that this is simply a question of culture.
The student is doubtless aware of many examples of the gap between knowledge and behaviour change in the NHS but is not making this link. Perhaps the fact that she is in Uganda has distracted her from this more mundane association?
An interview with a local (male) health worker suggests that disrespect is not endemic in Ugandan health care and reflects in large part not Ugandan culture, as such, but specific organisational cultures 5 :
"I think in the public sector, it may be a number of factors ranging from administration to attitudes of the health worker and maybe also the number of patients someone is seeing".
Interviewer: "Why would someone's attitude be different in a public facility?" "Someone looks at people in a different way as if they cannot do anything [to challenge their care] and will not give enough care but when you are in a private facility then someone will know, 'Maybe I am going to be reported'? There is a lot of bureaucracy in a public facility so if you were to report someone it will take a lot of time. Because who do you report to? It is really hard and to chase that person if someone has done wrong, it is a very long system".
Interviewer: "So it's not just that the health workers in a public facility have less-resources, they also have less accountability in a sense that they can possibly get away with worse behaviour?" "Yah [in private sector] they would be caught. Some people say it may be the salary-that public sector salaries are low-but when you look at mission hospitals-they pay less money. That's why I think it is more attitudes because the poor [patient] is not having power. If the person is some official in the Government, someone gives a lot of care and when you see such people coming, everyone is concerned. You make sure you give enough care. But there are also some good nurses maybe midwives too who feel everyone deserves and has a right to 5 This work is developed in [33] . get good service. Some people get money from patients in public settings like in busy hospitals; they say if you don't give us money we shall not work on you. Ask patients, they will tell you, that if you go here and you don't have money they will not work on you. It's not because of salaries. It's mainly because of the supervision, it's more administrative because they see their supervisors are not really taking action".
The respondent suggests that the behaviour of health workers is quite different in public facilities as compared to private, not-for-profit, facilities where accountability is much higher (and patients pay for their care). He also hints at the pervasive impact of corruption on care. The conversation then turns to consider whether the gender of the health worker, in the same public facility, influences respect. Supported by a female health worker present at the interview, he argues that men are more compassionate and goes on to link compassion with religion: Female Health worker: "Men (male health workers) show much respect than women".
Interviewer: "Why do you think that is?" Female Health worker: I think men know women are passing through much pain, that's why they talk politely, show much respect. But a woman would be like, "Me too, I delivered you have to pass through that pain".
Male health worker: "Culturally they know a woman is supposed to go into that pain of delivery, and also when you look at Ugandans, they have taken more of Christianity and I think in Christianity, they say a woman has to face this".
We have cited this at some length to illustrate the resonance of this analysis of health worker behaviour with Garneau and Pepin's constructivist approach to culture and the complex web of power relations and inequalities that form the context within which our students learn [14] . Sargent [8] identifies the process of "cultural encounters" as one component of cultural competence -which on its own may lead to essentialism and stereotyping. Extensive research on theories of learning 6 has emphasised the importance of a "More Knowledgeable Other" [39] in a mentoring relationship to impart knowledge but also, critically, to mediate the learning process. It would be unthought of to expect a student to learn a clinical skill in the absence of such a presence and yet we expect cultural learning to take place through unmediated absorption. The Ethical Educational Placement scheme managed by K4C supports a much higher level of support for students which includes an induction process prior to departure and on arrival plus weekly de-briefing meetings and reporting. Perhaps most importantly all students are supported on the ground on a daily basis by an experienced Ugandan placement manager and a multi-disciplinary team comprising UK professional volunteers (including members of the Ugandan diaspora) and Ugandan faculty many of whom have spent time in the UK. These actors have an impor-6 Vygotsky (1978) argues that when a student is in the "zone of proximal development" (where the potential to learn is very high) the presence of a More Knowledge Other (or more capable peer) providing essential "scaffolding" will optimise learning outcomes [39] . For further discussion of these concepts and their application to student placements see [40] . Open Journal of Social Sciences tant role to play in mediating relationships with local health workers and encouraging students to reflect upon and make sense of what they are observing and experiencing and challenge assumptions. In particular, as a project we seek to import values of humility and reflexivity amongst our students. In recent months students on placement in Uganda have expressed concerns about a situation that they have both witnessed and that has compromised their relationships with local midwives. This involves the local midwives completing fake partograms 7 and, worse still, amending partograms completed by K4C volunteers and students to make processes look perfect. Lorna, a student on placement, speaks about this during a conversation in the evening:
"They were trying to lie about partograms. I mean you can't just lie; that's awful". Her peer, Susan, replies, "I mean you can understand some of the things they do because that's all they know but false documentation is just really awkward …"
Unfortunately, this process continues and a post-placement discussion between K4C staff and a group of returned midwifery students explored the same theme. One student opened the group discussion with the comment: "I expected mothers and babies to die but not from lack of care; I expected it to be a lack of resources." At this point the K4C representative replies: "What do you mean by lack of care?" and the student replies: "The way they talked to women; the way they treated them in labour. At Facility X the midwives were blatantly falsifying records and partograms so they followed the pattern perfectly. They don't care that the documentation is false or that women are in pain. They are like, 'you just have to deal with it'. I realise it's a cultural difference, but they'd go into the ward and just slap or shout at the women". The K4C representative replies: "Do you think that the fact that they are not completing the partogram accurately is because, as individuals, they don't care?" One student responds, "I think the system has made them not care" and another challenges this with, "No, because the attendants (informal carers accompanying patients) with their sisters and daughters were different too; they would withdraw themselves emotionally from the patient as if they can't empathise." A third (more reserved) respondent suggests "is that a cultural way of expressing their care though?" This scenario illustrates the opportunity for cultural brokerage; the K4C representative explains in detail the background to the whole partogram issue. We won't cite the extensive discussion that took place at this point but give a flavour:
"What you witnessed here was a health systems problem. We had discussions with (a senior health manager) recently-it is hard to get to the bottom of things in Uganda-but it seems a Belgian NGO has set up a project there based on Results-Based Finance. What you saw in (Facility x) was the consequence of Aid. After many years of poor outcomes, Aid agencies are now using results-based 7 A partogram or partograph is a composite graphical record of key data (maternal and foetal) during labour entered against time on a single sheet of paper. Relevant measurements might include statistics such as cervical dilation, foetal heart rate, duration of labour and vital signs. systems to incentivise staff, in this case to take patient observations and record them. The idea that this can work without massive unintended consequences, is quite frankly absurd. Add to this the complication that Ugandan staff don't want to tell us (K4C) what other NGOs are doing, and you end up in a mess. The partograms contribute directly and significantly to their income and this skews their behaviour." This discussion illustrates the importance of brokerage, before, during and post-placement in supporting genuine student learning. The point is not to excuse or gloss-over highly problematic behaviour; rather to understand it as a facet of organisational culture reflecting key systems dynamics (subsistence pay and lack of accountability).
The process of completing this review of cultural competence has lead us to propose further strengthening of processes to build in more dedicated time during the induction to cultural learning and, post-placement, to reflection on this. In the context of midwifery, Stanley suggests that cultural learning continues well beyond placement completion as a reflective process which, "can be better facilitated through the curriculum" [41] . Echoing the constructivist approach, Sargent argues that, "cultural concepts taught in isolation of concepts about healthcare systems, power, political policy and ethics might foster thinking that reinforce stereotypes" [8] . She is however less optimistic about the potential for effective cultural brokerage in the post-placement curriculum on the grounds that, "the assumption that faculty members are more culturally competent is not supported by evidence [8] . This is an important issue that immediately relates to our earlier point about the power of authenticated stereotyping in the post-placement classroom or health facility We cannot assume that Faculty at the students' home institutions have the experience or commitment to this process at the present time.
Our decision, as an organisation managing student placements, to explicitly recognise the importance of cultural brokerage has lead to proposals to add more structure to the process from pre-placement induction, through placement exposure and post-placement reflection. This echoes the guidelines proposed by the Working Group on Ethics Guidelines for Global Health Training (WEIGHT) and reported in Crump et al. [42] . Ahluwalia et al. [43] piloted the WEIGHT guidelines in a small study of Canadian rehabilitation students on placement in LMICs. They concluded that, "achieving optimal and effective cultural learning requires a more robust and coherent pre-departure training, on-site support and where possible, mandatory post-internship de-briefing" [43] .
Conclusions
By utilising the data from the three studies, this research presents a unique insight into international exposures and uncovers the impact they have on health care students in terms of their cultural learning. We conclude that the process of leaving "home", as a normalised space where we typically take things for granted, and immersing oneself in contexts where we experience discomfort, as "outsid- ers", presents critical opportunities for reflexive learning. Characterising these forms of learning narrowly as "cultural" has serious unintended consequences.
In the first instance, it immediately indicates a narrow focus on ethnicity and religion; on learning about exotic "others" and not the mundane (ourselves). In the process, it essentialises difference legitimising rather than challenging stereotypes. The risk is that immersion, on its own, can validate such stereotypes. This interpretation of cultural learning emphasises difference at the expense of commonality. We have reviewed research which, rather than challenge the use of the term "culture", seeks to extend the concept to embrace all aspects of social differentiation and forms of inter-sectionality that describe an individual's relationship to community and welfare systems. Our findings emphasise the shared quality of (deeply contextualised) human experience whilst also reminding us of the importance of recognising and treating people as individuals.
Individual experiences and needs are at once a product of their relationships with context (and the complex power dynamics defining that) and dimensions of personal agency (and individual choice). Subsuming all of this to a simplistic concept of "culture" is largely counter-productive.
Our analysis of professional and student mobilities suggests that, more often than not, when respondents talk of cultural learning, they are identifying what are, in the main, dimensions of occupational culture, rather than culture-as-ethnicity. Viewing them as such immediately draws attention to the commonality of experience across health systems and the consequences of poor accountability in public sector employment.
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